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Influence of Parks’ Anal Retractor on 
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PURPOSE; The effects of the  Parks’ anal retractor on anal 
sph incter function w e re  studied in a prospective, random­
ized trial. A closed hem orrhoidectom y was performed intra- 
anally in 20 patients using the Parks’ anal retractor; in 20 
o ther patients, the  p ro ced u re  was done perinealiy without 
the use of a retractor. METHODS: Anal manometry was 
perform ed  before and at 6 and 12 weeks after hemorrhoid­
ectomy. RESULTS: Mean squeeze pressure decreased by 4 
p e rcen t  w h e th e r  or n o t  a re tractor was used. Mean resting 
pressure  decreased by 23 p e rcen t  after use of Parks’ anal 
re tractor (P  =  0.01) com pared  with 8 percent when it was 
not used (P  >  0,05). CONCLUSIONS: The internal anal 
sphincter is easily dam aged  with the use of the Parks’ anal 
retractor. W hen possible, its use should be avoided to ob­
tain better m anom etric and  functional results. [Key words: 
Anal manometry; Hemorrhoidectomy; Continence disor­
ders]
van Tets WF, Kuijpers JHC, Tran K, Mollen R, van Goor H. 
Influence of Parks’ anal re tractor on anal sphincter pres­
sures. Dis Colon Rectum  1997;40:1042-1045.
I mpaired fecal continence is the feared complica­
tion o f anorectal surgery. Major continence disor­
ders hardly ever occur, but the incidence o f minor 
continence disorders is considerable.1 This is under­
standable after sphincter-dividing procedures, but it is 
surprising that the incidence is only slightly less after 
nonsphincter-dividing procedures. Local scarring or 
keyholes obviously are not the explanation. It has 
been suggested that the anal retractor plays a caus­
ative role. W e have studied the effects of the Parks’ 
anal retractor on  anal sphincter functions in a pro­
spective, random ized study.
PATIENTS AND METHODS
From March 1993 to October 1994, 40 patients with 
symptomatic third-degree hemorrhoids were studied. 
All had normal continence preoperatively.
A three-quadrant closed  hemorrhoidectomy ac­
cording to Ferguson w as performed in the jackknife 
position in all patients. Randomization was done for 
the use o f an anal retractor preoperatively. Twenty 
patients (10 males; age, 30-63 (mean age, 46) years)
No reprints are available.
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underwent intra-anal hemorrhoidectomy using the 
Parks’ anal retractor. The other 20 patients (10 males; 
age, 28-69 (mean age, 47) years) underwent perineal 
hemorrhoidectomy without using a retractor. The 
groups were comparable for gender and age.
A narrow elliptical incision was made over the 
hemorrhoidal com plex extending from the perineal 
skin to the lower rectal mucosa. Skin, mucosa, and 
hemorrhoidal tissue were removed down to the un­
derlying internal sphincter muscle. Mucosal flaps 
were raised, and hemorrhoidal tissue was dissected  
and excised from beneath these flaps. The wound  
was closed with a running suture o f 4-0 polyglycolic 
acid.
When the Parks’ retractor was used, it was opened  
up to 13 clicks, and the procedure was performed 
intra-anally. This position was selected because open­
ing the anal retractor up to 12 to 14 clicks is com m on  
in our routine daily use. It gives adequate exposure, 
and the resistance encountered is low. The width of 
the slightly curved blades of the Parks’ retractor is 2 
cm. Opening the retractor in this mode creates a 
square opening measuring 2 X 4  cm, with the widest 
diameter measuring 4.5 cm.
When the operation was done without the Parks’ 
retractor, the hemorrhoidal com plex was pulled out­
side of the anal canal and excised, and the wound  
was closed as previously described. Digital anorectal 
examination was performed after the operation to 
confirm that the sutured wound extended over the 
full length of the anal canal, from the perineal skin 
into the lower rectal mucosa. Postoperative fecal con­
tinence was classified according to Browning and 
Parks2 (Table 1).
Anal manometry was performed preoperatively 
and at 6 and '12 w eeks postoperatively (Table 2). 
Normal values of resting pressure range from 40 to 
100 mmHg and of squeeze pressure from 50 to 280 
m m lig 3 The preoperative and postoperative mano­
metric data were studied and compared betw een  
groups. Differences betw een preoperative and post-
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Table 1.
Comparison of Degree of Continence Before and After Hemorrhoidectomy Using the Classification According to
Browning and Parks2
Degree of 
Continence
A
B
C
D
Use of Ana! Retractor
Continent for solid and liquid stool and flatus 
Continent for solid and liquid stool but not flatus
Continent for solid stool but no control of liquid stool and flatus
Complete incontinence, continuing fecal leakage
An anal retractor was used in 20 patients.
Preoperative Postoperative
Yes No Yes No
20 20 17 18
0 0 0 1
0 0 3 1
0 0 0 0
Table 2.
Mean anal manometric data (mmHg) in 40 Patients Before and 6 and 12 Weeks After Hemorrhoidectomy
Retractor No Retractor
Mean Range SD P Mean Range SD P
Resting pressure
Week 0 109 63-160 29.0 104 51-161 27.6
Week 6 81 37-134 30.1 0.01* 87 44-147 27.7 0.01*
Week 12 84 38-135 30.0 0.01* 93 38-200 36.2 0.26
% Age at 12 weeks 23 11
Squeeze pressure
Week 0 90 27-186 48.7 111 28-386 87.0
Week 6 97 29-218 52.4 0.26 98 18-258 66.3 0.26
Week 12 90 21-251 54.1 0.82 102 17-246 67.5 0.82
% Age at 12 weeks 0 8
SD = standard deviation.
Twenty patients were operated on using an anal retractor.
* Decrease in resting pressure was significant (P -  0.01) after six weeks in both groups. After 12 weeks, resting 
pressure decrease remained statistically significant after use of Parks’ retractor (P — 0.01).
operative manometric data were interpreted as the 0.01) com pared with 8 percent w h en  it w as not used  
results of the operative procedure. Differences be- ( P >  0.05).
Preoperative resting pressures w ere normal in all 
anal retractor on anal sphincter functions, Statistical patients, whereas sq u eeze  pressures w ere b elow  nor-
tween groups were interpreted as the effects o f the
analysis was done with the paired /-test.
RESULTS
Both after perineal and intra-anal hem orrhoidec­
tomy, the scars extended from the perineum up to the 
rectal mucosa, running over the full length o f the anal 
canal. Differences in manometric data betw een both 
groups could, therefore, not be explained by different 
lengths of the scars.
There were no postoperative complications. After 
three months, five patients reported minor continence 
disorders (Table 1).
mal levels in six patients. N one o f these had conti­
nence disorders.
Postoperative pressures w ere b e lo w  the normal 
level in '12 patients. O nly three o f these patients had 
continence disorders. Five patients had resting pres­
sures and eight had sq u eeze  pressures b elow  normal 
levels (pre-existing in 4). M anometric data w ere nor­
mal in two more patients with continence disorders.
DISCUSSION
Major continence disorders after anorectal surgery 
occur rarely, but the incidence o f minor continence
Postoperatively, both resting and squeeze pres- disorders is considerable, varying from 10 to 50 per- 
sures decreased (Table 2). Mean squeeze pressure 
decreased by 4 percent, whether or not a retractor 
was used (P  >  0.05). Mean resting pressure decreased roto my 
by 23 percent after use of the Parks’ retractor (P  =
cent.1 This is understandable for sphincter-dividing  
procedures such as fistu lo tom y1-7 or sphincte-
8-10 because partial or total division o f a 
sphincter leads to im paired function .11 It is surprising,
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however, that the incidence is only slightly less after 
nonsphincter-dividing (trans)anal procedures such as 
anal stretch,12,13 hem orrhoidectom y,14,13 advance­
ment flaps,16 and hand-sutured ileoanal anastom o­
sis.17 Local scarring or keyholes obviously are not the 
explanation,
It has b een  suggested that the anal retractor plays a 
causative role. To gain adequate access to the anal 
canal and beyond, the anal sphincters are easily over­
stretched, resulting in rupture o f small nerve branches 
and denervation o f m uscle fibers. Denervation is in­
deed  found in patients with continence disorders 
caused by anal stretch procedures.18 During construc­
tion o f an anal anastom osis, use o f an anal retractor 
was avoided by applying the double stapling tech­
nique; manometric and functional results w ere con­
siderably im proved. Soiling decreased from 50 to 10 
percent, and postoperative resting pressures were in­
creased. 19-21
In this study, there w as a statistically significant 
decrease in m ean resting pressure at six w eeks after 
hem orrhoidectom y in both groups. Several authors
ry i  ^  2
have reported on this manometric phenom enon. ’ “* 
It is suggested  that anal resting pressure increases 
w hen hem orrhoids are present, because of a reflex 
tonic contraction o f the internal anal sphincter, and 
returns to normal after hemorrhoidectomy. After ap­
plication o f the Parks’ anal retractor, the decrease o f
anorectal surgery whenever possible. This would  
help prevent any sphincter function impairment that 
might arise from anal retraction.
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